Delayed suprachoroidal haemorrhage occurred in 13 eyes in a consecutive series of 432 cases undergoing trabeculectomy or anterior chamber (AlC) tube drainage operations. Aphakia and vitrectomy were associated with an increased risk of haemorrhage, whilst advanced age, myopia, systemic hypertension and high pre operative intraocular pressure were not. Haemorrhage occurred more often after AlC tube drainage operations than after trabeculectomy. An explanation for this may be that eyes requiring AlC tube drainage operations have had multiple previous operations including lens extraction and vitrectomy, have a higher pre-operative intraocular pressure and a greater fall in pressure after operation when compared to eyes undergoing trabeculectomy. Post-operative hypotony should be avoided in high-risk eyes. 
AlC tube drainage operations than after trabeculectomy. An explanation for this may be that eyes requiring AlC tube drainage operations have had multiple previous operations including lens extraction and vitrectomy, have a higher pre-operative intraocular pressure and a greater fall in pressure after operation when compared to eyes undergoing trabeculectomy. Post-operative hypotony should be avoided in high-risk eyes. We describe a consecutive series of 432 eyes operated for glaucoma, 13 of which developed Table I .
Thirteen eyes had a delayed suprachoroidal haemorrhage; in twelve of these the haemor rhage was massive. The 'risk' factors studied are detailed in Table II Table III .
Several differences were apparent between the trabeculectomy and tube drainage groups *These patients also originally had other causes for their glaucoma. (Table IV) . In particular, eyes undergoing tube surgery had a mean intraocular pressure drop from pre-to day one post-operation of 34 mm Hg, compared to 21 mm Hg for tra beculectomies. More eyes in the tube group had had vitrectomies (19% vs 5%) and more were aphakic (49% vs 11 %). The tube drain age group had on average had three previous eye operations, whereas less than half the tra beculectomy group had had any previous ocular surgery.
One eye had a limited haemorrhage, and this was the only one whose visual acuity DSCH. In our series, large choroidal effu sions were present in only two of the thirteen eyes that subsequently developed DSCH, and in one case the haemorrhage was limited. It seems unlikely, therefore, that large displace ments of the posterior ciliary artery cause rup ture through stretching.
The intact lens-iris diaphragm and vitreous resist scleral deformation during hypotonia, whereas in the aphakic and/or vitrectomised eye scleral folding may place added stress on the ciliary arteries. In addition, the vitreous and lens may limit the extent of haemorrhage if an artery does rupture.
The incidence of suprachoroidal haemor rhage in two reported series of eyes under going trabeculectomy was 1. 6%5 and 2%. 4 In the present series we have found a similar incidence, namely 5/254 (2%). Each of these eyes was either aphakic or vitrectomised at the time of surgery (Table III) , emphasising the importance of these risk factors.
The incidence of DSCH in AlC tube drain operations in our series, however, was 8/178 (4.4%). Eyes in this group had a higher pre operative intraocular pressure, a greater fall in pressure after the operation, and previous operations including cataract extraction and vitrectomy were more common. This suggests that the presence of an AIC tube drain does not itself constitute an independent risk factor. Although one series of 75 tube operations in neovascular glaucoma recorded 4 eyes suf fering DSCH,1O two other large series did not list this complication.12•13 The overall fre quency in these three series is 4/264 (1. 5 % ), which is much less than that seen in our study. These reports do not list the prevalence of aphakia or vitrectomy in their patients. In addition, it is likely that case selection for tube surgery varies between centres, and these factors together may explain the varying prev alence of DSCH in tube surgery.
DSCH is primarily a complication of hypo tony. In an attempt to reduce the severity and duration of postoperative hypotony, we have used ligating sutures about the tube implant to temporarily obstruct outflow.14 This is an effective method for reducing the severity and duration of hypotony,14.15 although some patients develop post-operative pressure spikes and may require reoperation.
A case history from our series emphasised the importance of hypotony. A 40 year old male with a myopic, aphakic, vitrectomised eye underwent a tube drain. The tube was tied with a tempo-rary suhue. The po-8t-operative intraocular pressure (lOP) was 21 mm Hg, and the pressure remained unacceptably high firm this relatively good prognosis-all 8 eyes in which the haemorrhage was drained failed to regain their preoperative visual acuity. Only three of the eyes in our series were operated within a week of the haemorrhage, however. This delay may be an important factor in the eventual visual outcome. Early drainage of the haemorrhage does seem to offer the best chance of visual improvement.
Our results indicate that aphakia and vitrec tomy are associated with a greater risk of DSCH after trabeculectomy and tube drain age surgery. We do not feel that the preva lence of this complication warrants abandoning such surgery in favour of cycloablative procedures in these eyes. Instead, attention should be directed at controlling post-operative hypotony.
